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ABSTRACT 
The p u p s e  of this study was to investigate whether health locus of control 
accounted for differences in perception of pain relief in persons who had 
abdominal surgery and received epidural analgesia as a method to control acute 
pain postoperatively. Forty subjects who met the study criteria responded to the 
Multidimensional Health Locus of Control questionnaire. Their level of 
perceived pain was determined by a review of medical records. Findings 
indicated no statistical significance in pain perception when subjects were 
categorized as having an internal, chance, or powerful others health locus of 
control. Recommendations for further research and implications for nursing 
practice are given. 
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CHAPTER I 
DIMENSIONS OF THE PROBLEM 
Perceptions of pain relief in postoperative persons and health locus of 
control were investigated in this study. Persons who had abdominal surgery 
between May 1, 1991 and July 1, 1992 at a large Midwestern medical center 
and had epidural analgesia to controf. pain were invited to participate in this 
study. Those who agreed to participate were asked to complete the Multi- 
dimensional Health Locus of Control (MHLC) scales that are designed to 
categorize respondents into IHLC (internal health locus of control), PHLC 
(powerful others health locus of control) and CHLC (chance health locus of 
control). Subjects' hospital records were then reviewed to obmn data about 
their perception of pain relief with epidural analgesia while recovering from 
abdominal surgery. The nurses providing patient care followed a protocol that 
required them to ask and record the patient's perception of pain relief on a scale 
of 0 to 10 and "0" representing "no pain,'"T5" as "~iioderate painl'aand " 10," 
"extreme pain. " 
Pain is often a perplexing phenomenon that challenges nurses. Carr 
(1990) described postoperative wound pain as a "major under-recognized 
problem" (p. 89). Ketovuori (1987) documented that 80% of surgical patients 
suffer moderate to intense pain after surgery desplre the use of analgesics. The 
n& to gain insight into the pain experience of the postoperative patient goes 
beyond a subjective casual interest. Rather, it is an obligation of those involved 
in provision of health care to gain understanding or' the pain experience. Carr 
(1990) stated that "Pain relief is desirable not onlv for  humane and moral 
reasons, but also because pain relief improves the patient's physiological and 
psychological variables" (p. 90). Explanations for the lack of adequate pain 
control included lack of understanding of the psychological aspects of pain 
perception (VanDalfsen and Syrjala, 1990) and the lack of adequate assessment 
of clients' pain by nurses (Carr, 1990; Ketovuori et d., 1987; and Eeisifer, 
1990). 
It is evident to those in contact with persons experiencing pain that there 
is something beyond the physiological explanation that contributes to the pain 
experience. VanDdfsen and S y jala ( 1990) suggested that: 
Pain researchers and clinicians are increasingly 
aware of the role of psychological variables in 
moderating both acute and chronic pain. With the 
gate-control theory of pain, it has become widely 
accepted that a direct correlation does not 
necessarily exist between extent of the injury and 
pain expression (p. 42 1). 
This broadened approach to thinking about pain has led to the delineation of 
psychological factors contributing to the human pain response. Peck (1985) 
developed a list of factors seen as connected to pain response and to the 
repotting of pain by an individual such as expectation; attention versus 
distraction; cognitive appraisal; observational learning; fear and anxiety; 
individual coping style, perceived control over pain. VanDdfsen (1990) 
reviewed and reported that studies have been done to validate the relationship 
between these factors and the pain experience. 
One factor that is often referred to in the literature is a phenomenon that 
attmpb to explain that a person's response to pain or style of coping with pain 
is contingent upon a perceived control over pain. This concept of perceived 
control is more formally known as a person's "focus of control" (Rotter, 1966, 
p. 1). Locus of control (LOC) is a popular way of classifying peoples' 
perceptions of events, and, in turn, serves as a predictor of a person's response 
to a particular phenomenon. LOC was developed for and utilized widely in 
psychology as a classifier and predictor of human behavior. The tool used in 
determining a person's LOC has since been adapted to predict a health-related 
control orientation (Wine field, 1982). Wailston et al. (1 978) developed the 
MHLC scales "to tap believes that the source of reinforcement of health-related 
behaviors is primarily internal, a matter of chance, or under the control of 
powerful others" (p. 10). 
While studies of LOC and health locus of control (HLC) with chronic 
pain have been done, Turk and Rudy (1988) contend that this important area of 
study has not been as rigorously pursued in the arena of acute pain. Therefore, 
perceptions of acute pain relief by persons who had abdominal surgery and their 
MHLC were investigated. 
Purpose 
The purpose of this study was to investigate whether health locus of 
control for differences in perception of pain relief in persons who had 
surgery and received epidural analgesia as a method to control acute 
pain postoperatively. 
Hypothesis 
The following hypothesis was tested: Health locus of control will 
account for differences in perceived pain relief in persons who have had 
&dominal surgery and have received epidural analgesia for pain control. 
Theoretical Basis 
The theoretical basis of this study was derived from Orem's Self-care 
Deficit Theory developed behveen 1956- 1989. One concept central to this 
general nursing theory is that of self-care agency. Orem (1989) described the 
entity of self-care as "mature or maturing persons who are engaging in a self- 
regulatory form of action named self-care that they perform within the context 
of their day-to-day living" (p. 50). In this theory of self-care, persons are 
characterized as having the ability and responsibility to regulate and control 
their own functioning by maintaining health and preventative disease. Orem 
discussed factors of the internal and external environment that influence human 
functioning and assumed that persons have some control over these factors. 
Orem (1 989) described the concept of self-care deficit as a result of 
some limitation in a person's self-care agency. It is this self-care deficit that 
leads a person to need nursing service. This study investigated pain as a factor 
that affe~ts human functioning. The person in pain may engage in self-care to 
deal with its threat to normal functioning. Pain may also be a factor that leads 
to self-care deficit. 
According to Orem (1989), nursing's concern is "man's need for self- 
care action a d  the provision and management of it on a continuous basis in 
order to sustain life and health, recover from d k % w  Or injury, and cope: with 
their effects" (p. 52). Nursing's role, according to this theory, is to intervene to 
a degree necessary based on the person's own self-care potential. The goal of 
this intervention is to assist the person to regain independence in self-care 
agency. For nurses to intervene appropriately, they must be able to asses 
effectively the person" self-care abilities. Acquiring understanding about the 
diversity of ways or degree to which persons in pain attempt to cope will add 
dimension to the Self-Care Deficit Theory of Nursing. 
Definition of Tenns 
Perceived ~ a i n  relief was defined as the level of pain the person reported 
' a as remaining regardless of intervention. Perceived pain relief was operationally 
= defined as a number between 0 and 10 selected by the person to describe a level 
of pain with 10 being extreme pain, 5 being moderate pain, and 0 being no pain 
at all. Persons who received epidural analgesia were asked their perception of 
pain every four hours by the nurses and responses were recorded on the epidural 
flow sheet (see Appendix A for epidural flow sheet and Appendix B for the 
epidural protocol). 
A postol~erative person was defined as one between the ages of I8 and 
80 who had abdominal surgery with an abdominal incision between May I, 
1992 and July 1, 1992. 
Euiddral analgesia was defined as the administration of narcotics for the 
purpose of pain relief through the epidural route. Narcotics were delivered at a 
prescribed rate through a needle inserted into the interspace of L4 or L5 or at 
the level nearest the area requiring analgesia. The catheters were advanced over 
the needle approximately 4 cm into the epidural space (McNair, 1990). 
Anesthesiologists were responsible for prescribing the narcotic and doage to 
provide the n~ost effective pain relief with the fewest side effects. Nurses were 
responsible for administering the analgesic according to the prescribed 
parameters and monitoring for side effects and the effectiveness of the pain 
relief strategy. 
Health Locus of Control (HE) was theoretically defined by Wallston et 
al. (1978) as a person's belief that "the source of reinforcements for health- 
related behaviors is primarily internal, a matter of chance, or under the control 
of powerful others" (p. 160). The person was placed in the category of 
Internal, Powerful Others, or Chance H d t h  Locus of Control by a score on 
Multidimensional Health Locus of Control (MHLC) scales (Wallston et al., 
1978) (see Appendix C). 
Significance of the Study 
Nurses have a moral and ethical responsibility to be aware of and to provide the 
most effective care modalities for persons for whom they care. Ketovuori 
(1987) and Cohen (1980) suggested that one area in which nurses are likely to 
provide less than effective care is in the treatment of acute pain. It is important 
that nurses begin to use andlor design tools that will improve their ability to 
assess and understand differences in persons. A clearer understanding of how 
HLC orienation influences perception of pain relief provides important 
information bat may assist nursing assessment of postoperative persons in acute 
pain and provide predictors to the response of persons to a particular pain 
intenention. It is through discovery of ways to maximize assessment skills that 
nurses meet the goal of providing the most effective patient care and ultimately 
enhance nursing's position as a major contributor to the h d t h  care team. 
CHAPTER II 
LITERATURE REVIEW 
The Purpose of this study was to determine if health locus of control 
(HLC) accounted for differences of perceived pain relief. To suppo~ the 
rationale for this study, literature was reviewed in the areas of the evolution of 
locus of control (LOCI theory, pain theory, epidural analgesia and LOC as it  
relates to pain. The literature review concludes with a summary. 
The Evolution of ~ G U S  of Control Theory 
Control and its effect on resultant outcomes has long been a topic of 
interest to psychologists (Mineka & Henderson, 1985). Theories have evolved 
to make predictions abut these relationships. These theories can be divided into 
predictions related to exposure to uncontrollable events and predictions related 
to controllable events. "Learned help1essness"is a theory that describes and 
predicts the human response to exposure to uncontrollable events (Overmier & 
Seligman, 1967). This theory proposes that after exposure to a surprise event 
or an event that could not be modified by the participants' response, the person 
responds to future events wlth "a response-initiation deficit" due to the belief the 
response will have no effect (Mineka & Henderson). The theory that has 
explained a .  opposing prediction is know as "mastery effects. " This theory 
hypothesizes that a response to a controllable event can be greatly enhanced by 
prior contingent stimulation (Mineka & Henderson). Research in  these areas has 
further revealed that even if control over the event was simply a perception, the 
result was a decrease in the stress evoked by the event Wineka & Henderson). 
Much of the resmch in thrs area has investigated methods that health care 
~rsonnel/nursing can use to increase this sense of control, and therefore 
decrease the stress related to hospitalization, illness, p n  , etc. (~andura, cioffi , 
Taylor & Brouillard, 1988). 
Discrepancies exist in reports found in the literature about whether a 
person's sense of control over an event or the predictability of an event had a 
positive effect on the patient's response to that event and lessen the related 
stress. Mineka and Henderson (1985) concluded that these discrepancies merit 
further research to gain a greater understanding of what motivates human 
response. 
The term "locus of control" was developed from psychological theory in 
an attempt to explain the differences in human behavior. Rotter (1966) derived 
an explanation from social learning theory that contributed these differences to 
variations in perception. Rotter explained: 
The role of reinforcement, reward, or gratification 
is universally recognized by students of human 
nature as a crucial one in the acquisition and 
performance skills and knowledge. However, an 
event regarded by some persons as a reward or 
reinforcement may be differently perceived and 
reacted to by others. One of the determinants of 
this reaction is the degree to which the individual 
pe~eives  that the reward follows from, or is 
contingent upon, his own behavior or attributes 
versus the degree to which he feels the reward is 
controlled by forces outside of himself and may 
occur independently of his own actions (p. 1). 
Rotter (1966) further explained that what is important to note is that the 
effects of reinforcement are not a given for all individuals but are dependent 
upon how they perceive the reward as a result of the intended behavior. This 
perception was classified by Rotter as a generalized expectancy of either intern& 
or external control. A generalized expectancy is an individual's "consistent 
beliefs which influence behavior in various situations" (Wallston, Maides & 
Wallston, 1976, p. 21 6). Rotter described the generalized expectancy of 
external control as: 
When reinforcement is perceived by4he subject as 
following some action of his own but not being 
entirely contingent upon his actions, then, in our 
culture, it is typically perceived as luck, chance, 
fate as under the control of power others, or as 
unpredictable because of the great complexity of 
the forces surrounding him (p. 1). 
Rotter describes the generalized expectancy of internd control " . . .if the person 
perceives that the event is contingent upon his own behavior or his own 
relatively permanent characteristics" (p. 1). He stated: "A perception of causal 
relationship need not be all or none but can Vary in degree" (R~ tk r ,  P a  1). 
Ratter developed the Rotter I-E (internal/externd) LOC scale that nwasures a 
person ' s control orientation. 
Since the advent of Itotter's I-E LOC scale, researchers have related this 
concept to a variety of populations and human behaviors. Along with this trend 
has been the development of more specialized tools to measure LOC in relation 
to specific human experience (Lefcoun, 1982). Lefcoun extensively 
summarized and evaluated the work that had been done regarding this concept 
of LOC since Rotter's (1966) abstract. Lefcourt concluded that despite the 
many criticisms of Rotter's I-E scale, the research using this tool and tools 
developed from it are adequate and have yielded important data documenting a 
unique understanding of the effects of control perception. 
Lefcourt (1982) advocated continued discovery of the LOC concept 
using the current toois while encouraging an effort to develop tools that would 
measure the LOC concept in more specific domains of human behavior. One 
tool recommended by Lefcourt was the Health Locus of Control (HLC) scales 
(Wallston et al., 1976). Rock, Meyerowitz, Maisto and Wallston (1987) 
described this tool as "one of the more widely used and psychometrically sound 
examples of these sales" (p. 185). This 1 l-item Likert-type scale was designed 
to discover information about how the generalized expectancies of control affect 
a permn's health-related beliefs (Wallston et d., 1978). The scales classify the 
individual into one of two categories. The first category is labeled "health- 
externals," those who believe that determinants of theit health status are such 
things as luck, fate, chance or powerful others. The other classification is 
"health-internals," those who believe that health is determined by personal 
behavior (Wallston et al., 1976). 
wallston et al. (1978) responded to a criticism of the HLC scale made 
by Levenson- Levenson (1973) believed that the LOC scales did not discover 
the multidimensionality of the LOC issue. He believed that the external 
classification should be divided into more specific dimensions. The result was 
the Multidimensional Health Locus of Control (MHLC) scales (see Appendix 
c). These scales were developed "to tap beliefs that the source of 
reinforcements for health-related behaviors was primarily internal, or under the 
control of power others" (Wallston et al., 1978, p. 160). The scales categorized 
the results of the responses into eight different classifications of control and, in 
turn, added multidimensionality to the understanding of LOC. 
Pain Theory 
A review of current pain theory is essential to the understanding of the 
relationships proposed by this study. Pain itself is caused by threatened or 
actual tissue damage that stimulates nociceptive (pain sensitive) neural receptors 
or actual damage to the tmsmission system itself (Melzack & Wall, 1987). 
"Once nociceptors are stimulated, the nerve impulse they discharge travels as 
electrical current to the spinal cord and then to the brain" (Melzack & Wall, p. 
176). There are two types of peripheral nerves that carry the message from the 
receptors to the spinal cord and begin the sorting of information. 
Prickinglsharp pain is carried by A-delta fibers; Type C fibers carry 
burning/aching sensations. These fibers enter the spinal cord via the dorsal 
roots to terminate in the dorsal or sensory horns of gray matter. The nerve 
impulses (electrical current) carried by these fibers "becomes the experience of 
pain as it reaches the brain. This pain experience can be altered by a number of 
factors'"Me1zack & Wall, p. 176). 
The most recent gate-control theory of pain called the Mark II and 
developed by Melzack and Wall (1987) explains how the pain experience can be 
altered. It presented the probability that there is an inhibitory "gate" in the 
brain stem which inhibits pain. This brain-stern inhibitory circuit was said to be 
a system including the midbrain, medulla, and spinal cord. This gate-control 
theory explained that: 
Activation of cells in the midbrain's periaqueductal 
gray mattes by electrical stimulation, opiate 
analgesic drugs, or possibly psychologic factors in 
turn stimulates structures in the medulla. These 
medullary structures then project to the inhibitory 
spinal pain transmission fibers. Pain itself may 
activate this system, so there is a natural control 
mechanism limiting the severity of the pain 
experiences (Melzack & Wall, 1987, p. 176). 
Beyond the periaqueductal gray matter, there are several other levels at 
which the pain message can be altered, including the substantia gelatinosa, the 
preventricular gray matter and the intralaminar nuclei of the thdamus. Each of 
these area contain a neurotransmitter called enkephalin which can modify the 
perception of pain by intercepting the message before it reached the cortex 
(Guyton, 1991). 
( 1985) reviewed literature on pain and uncovered the folfowing 
psychological factors that may alter the pain experience: expectation; attention 
versus distraction; cognitive appraisal; observational learning; fear and anxiety; 
individual coping style; and perceived control over pain. 
Epidural Analgesia 
The use of the epidural route for administration of narcotic andgesia in 
the treatment of postoperative pain has become a widely accepted practice 
(McNair, 1990). Its effectiveness as a treatment of the acute pain of the 
postoperative period has been demonstrated with patients having undergone 
lurrlbar laminatomy, intrathoracic surgery, abdominal surgery and orthopedic 
procedures (McNair, 1990). 
This epidural route has had advantages that have been demonstrated to 
assist in the recovery of surgical patients. These advantages include: production 
of excellent analgesia; occurrence of minimal sedation; action of long duration' 
facilitation of early arnbulation; rare need for repeated injections; presence of no 
significant effect on sensation; and production of no sympathetic blockade (little 
effect on b l o d  pressure or heart rate) (McNair, 1990). McNair reviewed the 
nursing responsibilities to avoid or minimize the potential adverse effects of this 
route of analgesia. The adverse effects were respiratory depression, nausea and 
vomiting, urinary retention, pruritus, injury, inadequate analgesia, 
puncture, intravascular catheter placement, paresthesias, catheter shearing, and 
infection. McNair believed that through effective nursing management of the 
recovery of the person receiving epidural analgesia, the postoperative Period 
will be greatly enhanced and the complications avoided. 
Epidurd analgesia involves placement of a small catheter into the 
interspace at the level of intended analgesia or according to physician 
Preference. This procedure is performed under asepsis by the anesthesiologist. 
The catheter is then either connected to a continuous infusion or capped off for 
access for bolus administration of narcotic analgesia. The most commonly us& 
narcotics include morphine, fentanyl, and rneperidine (McNair, 1990). The 
epidural analgesia is said to interact with receptors at each of the levels of the 
nervous system to interfere with pain perception. 
Lucus of Control as it Relates to Pain Perception 
The relationship between LOC and pain perception has been 
investigated. The focus of a majority of these studies has been the chronic pain 
experience. A study of control as a variable to predict a response to chronic 
pain has been a popular topic for scientific inquiry. A common observation of 
sufferers of chronic pain is that these individuals are prone to depression. Some 
researchers have tried to associate attributiond style with this predisposition to 
depression. One popular hypothesis used to characterize or classify the person 
with chronic pain was the "revised learned helplessness theory." This theory 
predicted that persons who perceive events to be beyond their control and 
traditionally explain negative events as internal, stable and global and positive 
events as external, unstable and specific are prone to depression (Abramson, 
Seligman & Teasdale, 1978). Although studies have supported SOme merit for 
this explanation, others find the connection too weak to draw predictive 
conclusions using this theory (Love, 1988). 
One such explanation that may add dimension to the understanding of 
chronic pain is predictions that are based on LOC. An external orientation can 
offer considerable meaning to the behavioral patterns of chronic pain patients. 
When a person is externally oriented, emotions and reactions are assmiat4 to 
stimuli of an external, uncontrollable force. An example is the person who may 
see pain as an uncontrollable phenomenon. The person in turn sees the response 
(depression) to this external, uncontrollable stressor as being caused by this 
external force. This association of pain causing depression predisposes this 
individual to be depressed until the pain is gone. This orientation continues its 
destruction as it discourages the seeking of treatment because the event is 
presumed uncontrollable. thus, the syndrome of the sufferers of chronic pain is 
described (Ciccone & Gnesiak, 1984). 
Another association of LOC to chronic pain is that the treatment 
regimens that are offered to persons with chronic pain require an internal 
orientation (Ciccone & Grzesiak, 1984). Traditional treatment of acute pain, 
however, is more conducive to those with an external orientation. This same 
approach causes more discomfort to a person with an internal orientation as the 
participant is asked to react with passivity. This approach to pain management 
proposed by Ciccone and Grzesiak pointed out the significant need to 
undersmd a person's LQC orientation and attempt to meet hislher needs by 
tailoring interventions appropriately. 
The study of headaches offered another popular arena for the study of 
chronicity, pain and control. One such study by Penden, Holroyd, Helms & 
Hursey (1985) had as a sample 116 college students diagnosed having frequent 
and severe tension headaches and 147 students determind to have modeate 
frequency headaches. The study examined a variety of psychological factors 
determined $0 be related to the pain experience. One such factor tested was the 
students' LOC using the MHLC scale. The findings could not demonstrate a 
definitive relationship between LOC and those most likely to suffer headaches. 
It did, however, indicate that those subjects with an external orien~tion were 
more likely to engage in nonproductive distressing thoughts which have been 
associated with increasing headache severity . 
There has been a void in the literature concerning the relationship 
between LOC and the acute pain experience. Three studies pertaining to this 
relationship were found. Only one of the three studies addressed the topic of 
the acute pain experience in the surgical patient. 
Professionals dealing with patients during the in trapmum experience 
have begun to investigate possible relationships of that experience and LOC. 
Hodnett and Osborn (1989) researched the effects of continuous intraparturn 
professional support on the childbirth experience. The researchers used a 
stratified randomized trial with 145 women with low risk pregnancies. The 
sample was stratified so that the population was representative of two types of 
prenatal courses; "GeneralH and Lamaze. Three psychological variables were 
measured, including anxiety measured by the State-Trait Anxiety Inventory, 
(Spielberger, 1970); control measured by the Labour AgenQ Scale, (Hodnett & 
Simmons-Tropea, 1987); and commitment to unrnedicated birth (measured with 
the CUB instrument) (Christensen-SzalansIci, 1984). The study us* karson 
correlations to determine that there were three factors that contributed to a 

Pickett and Clum (1982) conducted a study to investigate the 
effectiveness of using psychological interventions in  the treatment of 
postsurgical pain and the anxiety of the patient undergoing a cholecy~tectorn~. 
They investigated and classified the orientations of these individuals using the 
Rotter's LOC measure and searched for data that wouEd support the selection of 
one technique over another depending on the patients' LOC. The patients were 
exposed to one of four interventions prior to surgery: relaxation training, 
relaxation information, cognitive distraction, and no treatment control. It was 
hypothesized that relaxation information as a cognitive distraction would be 
more effective with internally controlled individuals than with externally 
controlled individuals. Relaxation training was hypothesized.to be more 
effective with externals. Pain was measured using the McGilf Pain 
Questionnaire (source not given), an estimate of pain at its worse. State anxiety 
was measured by the Affective Reactions Questionnaire (Pickett & Clurn, 
1982). Data were also collected concerning the total number of analgesic 
medications used. The study did not demonstrate that these psychologic 
interventions were effective in  reduction of postoperative pain. The study did 
support the use of cognitive approaches for patients with an internal LOC. 
Summary of Literature Review 
The review of Literature revealed information that demonstrated 
statistically significant differences in pain experiences depending on a person's 
LOC. Researchers who have studied chronic pain have built a data base that 
enables them to predict and support these differences and put them to use in the 
treatment of chronic pain. Chronic pain treatment has actually moved away 
from traditional interventions to tailor-made psychologically bas& treatment 
strategies that consider the person's control orientation. Researchers propose 
that this type of patient assessment md classification may also be useful in the 
arena of acute pain, but further research is required to identify whether 
differences between personsf perceptions of pain exist and to offer alternative 
treatment ideas (VanDalfsen & S y jala, 1990). This study investigated whether 
WLC accounted for differences in the acute pain experience. 
CHAPTER 111 
METHODOLOGY 
The purpose of this study was to investigate whether health locus of 
control (HLC) acfoun ted for differences in perception of pain relief in persons 
who had abdominal surgery and received epidural analgesia as a method of pain 
control. The research approach, sample, data collection tools, protection of 
subject's rights, procedure, and methods of data analysis are described in this 
chapter. 
Research Approach 
A retrospective design was used. According to Polit and Hungier 
(1987, in retrospective research "the investigator is interested in some 'effect' 
and attempts to shed light upon the factors that have caused it (p. 145)." In this 
study, the "effect" was perception of pain relief of persons who had undergone 
abdominal surgery and received epidural analgesia. This researcher investigated 
whether HLC orientation accounted for this effect. 
Sample 
The sample consisted of 40 persons who had abdominal surgery and 
received postoperative epidural analgesia between May 1, 1991 and July I, 
1992 at a Midwestern hospital. Purposive sampling was used. The foilowing 
criteria were established for inclusion of persons in the sample. The subjects: 
I .  had postoperative analgesia through an epidural catheter of either 
durarnorph, fentanyl or demerol. 
2. did not receive m anesthetic bolus during the period being studied. 
3. experienced a recovery period without postoperative complications 
which would prolong the recovery period such as wound infection, 
dehiscence, abscess, or need for further surgery. 
4. were between the ages of 18 and 80. 
5. were rnentaIly competent to complete the health locus of controI 
questionnaire. 
Characteristics of the sample are presented in Table 1. 
Table 1. 
Demographic Characteristics of the Sample 




Type of analgesia 
Duramorph 
Other 
Data Collecting Tools 
Data were collected from patient records and from the Multidimensional 
Health Locus of Control (MHLC) scales. Scores on the pain assessment tool 
and pertinent demographic data were elicited from the subjects' records. The 
MHLC scales were used to determine into which category of LOC the subjects 
were placed. 
The Patient Record 
The patient record was utilized to collect both demographic data and the 
pain measurement scores. The demographic data collected included gender, 
age, medicd'diagnosis, surgical procedure and date, and type of analgesia (see 
Appendix D for demographic data collection tool). Polit and Hungler (1987) 
described patient records as an economical source for a wealth of information 
and a less time-consuming method of data collection. The use of records 
assures that reactivity and response biases are eliminated. The researcher may 
also more easily study trends over time. Polit and Hungler identified the major 
disadvantage of collecting data from records as being that the researcher has not 
collected the information and may not be aware of or able to control for biases 
and limitations. 
The Pain Scale 
The piin scale used by the nurses who had cared for the subjects was 
adapted from the principles of a visual analogue scale (VAS). A VAS is a type 
of magnitude scaling. Magnitude scaling is a data collection technique 
developed to enable a researcher to obtain values which are more discriminative 
than previous scaling techniques. Magnitude scaling provides interval-level data 
(Bums & Grove, 1987). 
McGuire (1984) ~roPQsd that VAS was best suited for measurement of 
clinical pain (acute/chronic or progressive). She documented an advantage of 
the VAS over a visual descriptor scale (VDS) as the avoidance of forced word 
choice and artificial categorization that in turn may be a more sensitive mmure. 
McGuire (1984) summarized the reliability of the VAS instrument as ",goodm 
and the validity as "probable" (p. 155). This review also cited the VAS as one 
of the easiest tools to understand and quickest to score. Banos, Bosch, 
Canellas, Bossofs, Ortega, and Bigorra (1989) studied the acceptability of the 
VAS for pain measurement in the clinical setting and stated that among the 
potential methods useful in pain assessment, the visual analogue scales were 
commonly considered more sensitive and accurate than other rating scales. 
The reliability of the VAS was investigated by Revill, Robinson, Rosen 
and Hogg (1976) utilizing the test-retest method. Revill et al. asked subjects to 
rate a distant pain event in 5 minutes and then in 24 hours. The researchers 
reported correlations of those repeated measures of .95 to .99. Wewers and 
Lowe (1990) found the interrater reliability of the VAS to be -99. This 
csefficient represents the reliability of the investigator's ability to score the VAS 
and not the ability of the subject to utilize the tool. 
construct validity of the VAS was determined by Seymour (1982) 
utilizing an manipulations approach. Seymour determined the tool 
to be sensitive in discerning the decrease in dental pain after the administration 
of analgesia. 
The disadvantage of the VAS scale for use with surgical patients is that 
vision and ability to concentrate on the printed scale may be altered by the 
surgical experience. Understanding these factors, the nurses adapted the VAS. 
The nurse described the tool to the person as a scale number 0 to 10 with the 0 
end representing no pain, a 5, or the middle of the scale, being moderate pain, 
and the 10 end as severe pain. The person was asked to choose a number that 
best described his or her present level of pain. The number chosen was then 
documented in the patient record. 
The Multidimensional H d t h  Lwus of Control Scales 
(MHLC scales) 
The MHLC scales are widely accepted as the most reliable and valid 
measure of a person's LOG (locus of control) specific to health issues (Rock et 
al., 1987). The MHLC is an t 8-item Likert-type questionnaire measuring three 
dimensions of LOC. Based on responses on the MHLC scales, persons are 
placed in one of three categories: Internal Health Locus of Control (IHLC), 
Chance Health b c u s  of Control (GHLC), or Powerful Others Health Locus of 
Control (PHLC). Six questions represent each of the three scales. 
The MHLC scales forms A & B were tested by creating a questionnaire 
that combines the MHLC scales with Levenson's Internal, Powerful Others, and 
Chance (I, P & C) s d e  items, the Marlowe-Crowne Social Desirability Scale 
(shortened to 10 items), two questions regarding health status and questions 
regarding demographic data. The questionnaire was distributed to adults (16 
and older) at an airport to get a divergent S~imple. 44 percent of the sample 
and, of these, 49 percent were male and 74 percent college educated. 
Low positive correlations with appr~pfiate internal, powerful others, and chance 
(1, P & C )  scale items indicated construct validity. Predictive validity was 
established with correlations in the predicted direction of the MHLC scales with 
the health status (Wallston et al., 1978). 
Protection of Human Rights 
Permission to conduct the study was obtained from the Drake University 
Human Subjects Research Review Committee (HSRRC) and the hospital's 
Institutional Review Committee (IRC) (see Appendix E for letter of permission 
from IRC). Permission was received from Wallston to use the MHLC scales 
(see Appendix F for permission to use MHLC scales). The subjects' rights to 
freedom from harm, informed consent, and privacy were protected. Potential 
subjects were sent a consent letter, the MHLC scales, and a self-addressed 
stamped envelope. The eonsent letter informed the potential subjects of the 
purpose of the study, the person's role in the study, potential benefits, and 
directions as to how to complete the materials (see Appendix G for consent 
letter). The letter included a statement that completion and return of the 
materials indicated consent to participate and allowed the researcher permission 
to review the  patient record for pain scores and demographic data. This study 
required no intervention or manipulation of the normal course of therapy and 
therefore no threat of harm for the participants. The only possible threat to 
participants was an invasion of privacy. Participants were assured that 
confidentiality was to be maintained by identifying persons only by their 
hospital 1.D. number throughout the study. The subjects were informed that 
any data published as a result of this study would be reported as '4ZgrePte data- 
Names or other identifying information about the panicipantn would not be 
utilized. All data have been secured in a lmkd cabinet. 
Pmedure 
The name and I.D. number of 132 persons who had abdominal surgery 
and received epidural analgesia between May 1, 1991 and July 1, 1992 were 
obtained from the surgical unit on which they had been cared for 
postoperatively. The addresses and phone numbers of these persons were 
obtained from the Medical Records Department. The hospital's Institutional 
Review Committee required the researcher to contact the surgeons who cared 
for these persons. Three doctors denied access to the persons for whom they 
had wed .  This decreased the potential sampIe to 88. 
The letter explaining the study, the MHLC scales, and a self-addressed 
stamped envelope were mailed July 2, 1992 to the remaining 88 potential 
subjects. The MHLC scales were marked with the patient's I.D. number so that 
it could be matched with the data to be collected from the patient record. On 
July f 7th, persons who had not responded were called by the researcher to 
verify that they had received the mailing. The researcher offered to answer any 
questions they had regarding the study. By July 24, 1992, 5 1 persons had 
responded by returning the MHLC scales. The researcher then examined the 
records of the 51 respondents to determine if they met the criteria and to collect 
the demographic data and data regarding pain. Forty persons met the criteria 
for inclusion in the sample. The pain scale scores which had been recorded 
every four hours for the first 48 hours after the patient was reeved on the 
surgicat unit were obtained. These data were further broken down into the pain 
scores for postoperative day one and two. Postoperative day one was 
considered the first 24 hours after the patient was received on the unit from the 
recovery room. Postoperative day two was the second 24 hours after the patienr 
was received on the unit from the recovery room. Only data from the records 
of those in the sample who had met the criteria of the study and who had agreed 
to participate were included. 
CHAPTER IV 
ANALYSIS AND FINDINGS 
The purpose of this study was to investigate whether laeatth locus of 
control (HLC) accounted for differences in perception of pain relief in persons 
receiving epidural analgesia postoperatively. A description of findings 
determined by statistical analysis is presented in this chapter 
b u s  of Control Cateeories 
The subjects were assigned to one of three HLC categories by converting 
their raw scores on the MHLC into z scores, sefecting the highest of the three 
standardized scores. Results of this categorization process are presented in 
Table 2. 
Table 2. 
Multidimensional Health Locus of Control (MHLC) Categories 




Pain Perception Scores 
The perception of pain relief was measured utilizing self-report on the 10 
point pain scale. The mean of pain scores was calculated for the first two 
postoperative days. The pain perception data are presented in Table 3. 
Table 3. 

















Mean ~ a i n  score 
Testine the Hvaothesis 
The hypothesis that was tested was: Health Locus of Control will 
account for differences in perceived pain relief in persons who have had 
abdominal surgery and received epidural analgesia for pain control. 
Table 4 depicts the comparison of mean pain scores on day one when the 
sample was categorized by health locus of control (HLC); i.e.. internal health 
locus of control (IHLC), chance health locus of control (CHLC), or powerful 
others locus of control (PHLC). 
Table 4. ANOVA: DAY 1 
Comparison of Mean PAn Score When Categorized by 
Health Locus of Control 
As table 4 indicates, there was no sign~ficant difference In pain perception when 
the sample was categorized by HLC E(2,37) = 0.167, E <  .05. 
Table 5 depicts the comparison of mean pain scores on day two when the 
sample was categorized by HLC. 
Table 5 .  ANOVA: DAY 2 
Comparison of Mean Pain Score When Categorized by 
Health Locus of Control 
DF S S MS F 
2 0.2 16 0.108 0.059 
35 63.476 1.814 
37 63.692 
As table 5 indicates, there was no s~gnificant difference in pain perception when 
the sample was categorized by HLC F(2,35) = 0.059, Q < a. 
Table 6 depicts the comparison OF mean pain scores for the first 48 hours 
when the sample is categorized by HLC. 
Table 6. ANOVA: FIRST 48 HOURS 
Comparison of Mean Pain Score When Categorized by 
Health Locus of ControP 
As table 6 indicates, there was no significant difference in pain perception when 
the sample was categorized by HLC :(2,37) = 0.021, g > .05. 
Additional analyses were done to determine if the level of reported pain 
differed when subjects were categorized by age, gender, and type of analgesia. 
No significant differences were revealed with t-tests in pain scores on day one, 
day two, and the first 48 hours when the sample was categorized by gender, 
Pearson's correlations were done to determine the relationship between age and 
level of pain. There was not a significant relationship between age and pain on 
day one. r(38) =-0.125. However, there was a significant relationship between 
age and pain on day two, r(36) =-0.34, significant at the 0.05 level. As age 
increased, pain decreased. There was not a significant relationship between age 
and level of pain for the first 48 hours, r(38) =-0.221. The amount of pain on 
day one. day two, and the first 48 hours was analyzed when the sample was 
categorized by analgesia, and there were no significant differences between 
those who received duramotph and those who received other analgesia through 
their epidural catheters. 
CHAPTER V 
DISCUSSION AND CONCLUSIONS 
The Purpose of this study was to determine if h d t h  locus of control 
(HLC) accounted for differences in perceived pain relief with epidural analgesia 
during the postoperative period. One hypothesis was tested. In this chapter the 
findings of the study are discussed, the limitations are identified, implications 
for nursing are presented, and recommendations for further investigation are 
suggested. 
Discussion of Findings 
The hypothesis that HLC will account for differences in perceived pain 
relief in persons who had abdominal surgery and received epidural analgesia for 
pain controi was not supported. 
Numerous reports have indicated success in the treatment of chronic pain 
in patients by utilizing an understanding of the person" locus of control (LOC) 
to guide intervention. Studies have shown that there were differences in 
perception of chronic pain when categorized by LOC (Abramson et al., 1978, 
Ciccone and Crzesiak, 1984, & Penzien et al., 1985). This investigator then 
ash the question: Why were these same differences not noted in this study of 
acute surgical pain? 
One explanation may be that the acute pain of surgery, unlike chronic 
pain, is a novel stimuli. It is theorized by Donovan (1990) that acute pain, such 
the pain experienced in surgery, involves the activation of the autonomic 
nemous system. This is evidenced by such symptoms as tachycardia, 
~chypnea, hypertension, sweating, and pallor. Such an autonomic response to 
the pain stimuli would be less susceptible to psychological influences a d  
therefore may explain why significant differences in pain perception were not 
found in this study. 
Another explanation for the lack of significanm between the 
classification of HLC and pain perception may be related to the fundamental 
concept of control. Perhaps the acute pain experience after surgery may be a 
situation over which no one, regardless of LOC, has a sense of control. Factors 
such as the paternalistic relationship that continues to exist among patients and 
their doctors, the novelty of the surgery experienced by most patients and the 
nature weakening of defenses by illness may all contribute to a sense of 
helplessness for surgical patients. 
Finally, depression associated with chronic pain is another factor that 
differentiates it from the acute pain experience. It seems that the externally 
oriented person is more susceptible to depression as a result of chronic pain 
(Ciccone & Grzesiak, 1984). This depression further debilitates the person's 
sense of control and therefore would further differentiate the strategies utilized 
to treat the person with an external LOC and a person with an internal 
orientation. The element of depression likely does not apply to acute, short- 
term pain. 
Why then are the findings of differences in pain perception in the acute 
pain experience of labor not seen in this study population? An understanding of 
his phenomenon may be found by investigating Some of the other factors 
determined to effet pain perception addressed in the review of literature. Other 
known to influence the pain experience include a variety of 
psychological factors. These factors "may change the pain threshold to such an 
extent that it influences an analgesic's ability to reduce pain" (DuRmt, R. Jay, 
S . ,  Jerath, R. and Fink, S. ,  1988, p. 428). Anxiety is one such factor that has 
been determined to impact the pain experience. For example, in a study 
investigating facton influencing the childbirth experience, anxiety emerged as 
the strongest predictor of labor pain (Crowe & von Baeyer, 1989). In addition, 
patients' trust in their physicians (DuRant et al., 1988) and preoperative 
education (Crowe & von Baeyer) were indicated as important determinants of 
the pain experience. It is well known among health care workers that although 
education has a significant impact on ptxsons' decreasing anxiety 
and enhances their abilities to cope during the postoperative period, it is difficult 
to implement preoperative education on a consistent basis. This is due to 
current health care trends which have made it unusual for a person to be 
hospitalized for a period prior to surgery, and, therefore, comprehensive 
preoperative education is not the norm. The trend in health care of the 
expectant mother, however, has moved toward comprehensive prelabor 
education as the norm. It has been determined that seeking information is a 
technique that is effective for the internally oriented individual and less effective 
for the person with an external orientation (Crowe & von Baeyer). Perhaps 
then the more positive labor experiences reported by internally oriented persons 
are due to their tendency to better utilize the prelabor education. This 
difference is less likely to be seen in the acute pain experience of surgery when 
comprehensive education is not as prevalent and the time for implementing the 
education plan not as extensive. 
Another explanation for why the hypothesis was not supported is that 
perhaps the epidural method of pain control is so effective that individual coping 
mechanisms are not taxed. As stated in the review of literature. Ketovuori 
(1987) found that 80 percent of the patients studied suffered moderate to severe 
postsurgical pain. Table 3, p. 30, indicates that the average level of pain 
reported in this study sample was < 2 on a scale of 0 to 10 with 0 being no pain 
at all. 
A final explanation for the lack of support of the hypothesis is that there 
are generalized expectancy variables or persondity variables other than those 
tapped by the MHLC scales, and, thus, other approaches may deserve further 
examination. Lefcourt (1982) recommended that locus of control tools be 
developed to measure expectancies of specific phenomenon. Specialized scales 
have emerged, including the MHLC scales (Wdlston et al., 1978) and the 
Drinking-Related Locus of Control (Oziel, Obitz & Keyson, 1972). The 
MHLC scales were developed to investigate hd th  beliefs. Perhaps acute pain 
is a phenomenon that cannot be generalized to health beliefs. The development 
of a scale specifically to measure expectancies related to pain and the pain 
experience may be beneficial to future studies. 
Additional analyses indicated that no statistically significant differences 
were found in pain perception when the sample was categorized by gender or 
type of anesthesia. Perhaps differences may have been noted when categorized 
by type of analgesia if there were more subjects that received analgesics other 
than duramorph. Table 1, p. 22, indicates that only 5 of the 40 subjects 
received something other than duramorph. Analysis did reveal that on day two, 
the older the patient, the less pain reported. This trend was not found in 
analysis of pain on day one or the first 48 hours. One possible explanation for 
this finding is that, for the older client, activity is increased more conservatively 
on day two. 
Summary 
The following statements summarize the findings of this study: 
1 .  HLC orientation accounted for no statistically significant difference 
in perceived pain relief in persons who have had abdominal surgery 
and received epidural analgesia for pain control. 
2. There was no statistically significant difference in pain perception 
when the sample was categorized by gender. 
3. There was no statistically significant difference in pain perception 
when the sample was categorized by type of analgesia. 
4. A statistically significant difference in pain perception was noted 
on day two when the sample was categorized by age. The older 
the patient, the less pain reported. This trend was not found to be 
significant on day one or during the first 48 hours. 
Although this study did not support HLC as a predictor of pain relief 
perception, it would appear that a variance of pain perception does exist. The 
range of reported pain scores was 0 to 9, and the range of individual means of 
pain scores for the first 48 hours war 0 to 5.96. Findings in the Literature also 
suppon the assumption that there is a psychological dimension to the pain 
experience. ~t does seem important that research continue to investigate this 
domain of the acute pain experience. The following section makes 
recommendations for further research. 
Limitations 
One limitation of the study may have been the use of a pain scale 
administered by a large number of nurses. Although the administration of the 
pain scale was guided according to an established protocol, it is possible that the  
nurses did not consistently follow the protocol. Ketovuoti (1987) studies 
nurses' and patients' conceptions of postoperative wound pain and determined 
that a bias did exist among nurses based on factors such as whether the nurse 
had undergone surgery and the years of nursing experience. Ketovuori found 
differences in the nurses' interpretation of patients' reports of pain evidenced by 
the amount and frequency of analgesic delivered. The present study did not 
control  for this type of a bias. 
This study may also be limited by its use of self-report measures that are 
susceptible to numerous possible distortions. The Multidimensional Health 
Locus of Control (MHLC) scales are self-report scales. Several phone calls and 
lettered were received by the investigator from subjects indicating a need to 
exgain their answers. Perhaps the questions were not clear for all subjects. It 
may be advisable that future investigators administer the MHLC scales in 
person. 
The use of the MHLC scales may also be a limitation to the study due to 
its general nature. It is possible that this scale designed to measure control and 
health beliefs may not be specific enough to predict pZih-relatcd contml issues. 
Another limifation of the study might be the number of anesthesiologists 
responsible for the epidural analgesic. The anesthesiologists may differ in their 
expertise in prescribing the epidural analgesic. They may also differ in their 
expertise in epidural catheter placement, 
Implications for Nursing Practice 
The findings of this study contribute to the body of knowledge pertaining 
to the understanding of the acute pain experience. This study concluded that no 
statistically significant differences in pain perception for a group of patients who 
had abdominal surgery at a Midwest hospital and received epidural analgesia 
could be accounted for by HLC. This finding is impoftant to nursing because i t  
begins to narrow the field of explanations for the great variety of pain 
experiences reported by the postoperative patient. A common tendency 
observed by this investigator is that nurses associate these varied reports of 
perceived pain to personality variables and subsequently do nothing to adjust the 
pain intervention. The findings of this study did not support; such conclusions 
when the personality variable was HLC. Such a finding should cautlon nurses 
about drawing conclusions regarding their patient's reports of pain, encourage 
nurses to investigate other factors that may be contributing to pain perception, 
and document findings so that nursing, as a profession, has a solid knowldge 
base to use in the assessment and treatment of pain- 
AS Orem's (1989) theory suggested, the goal of nursing is to assist the 
patient to regain independence in self-care agency. It is certainly recognizable 
that the acute pain experience after surgery is a time when the self-care agency 
of persons is compromi& and therefore requires the intervention of a nurse. 
Orem cautioned nurses that this intervention must be patient specific because 
self-care abilities vary among persons. It them becomes key to the role of the 
nurse to be able to assess the person accurately. When it is pain that is 
impeding the person's self-care capabilities, it is the nurse's moral, ethical and 
professional obligation to recognize and understand the factors contributing to 
the pain experience. This researcher suggests that, as indicated by Orem's 
depiction, the nurse's reliance on assumptions to guide interventions is 
insufficient. Rather, nurses must engage in research to validate ideas that will 
guide practice. As the review of literature indicated, acute pain continues to be 
an under-recognized factor which significant1 y affects patient outcomes. Nurses 
are obligated to respond to this deficiency. 
Recommendations for Further Research 
Recommendations for further research include studies to answer the following 
questions: 
I .  Does LOC account for differences in perception of acute pain when 
level of anxiety is controiled? 
2. Does LOC account for differences in perception of acute pain when 
the person has undergone: 
a. Thoracic surgery? 
b. Upper abdominal surgery? 
c. Lower abdominal surgery? 
d. A Cesarean section? 
e.  Burn treatment? 
f. A limb amputation? 
3. Would LOC account for differences in perceived pain relief in 
patients who have an abdominal surgery and received the following 
interventions of pain relief strategies: 
a. Preoperative education? 
b. Patient-controlled analgesics (P.C. A. )? 
c. Progressive relaxation? 
d. Tradition analgesic injections? 
e. Guided imagery? 
f. Patien t-con trolled epidural analgesic? 
4. Would LOC account for differences in perceived pain relief in 
patients who have had abdominal surgery and received epidural 
analgesia for pain relief when LOC is measured by a tool developed 
to specifically address the pain experience? 
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Appendix A: Epidural Flow Sheet 
Nursing 
Epidural 
Flow Sheet I 
1 
CODtS FOP ASSWSMOW 
SENSORY DERMATONE LEVEL: 
Cubnwur Landma& Segments L e v e l  
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Llitle finger. C8 
. . . . . . . . . . . . . . . . . .  Innei a s ~ d  of arm and b twrm 11 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Nlpple Ilne.. l4 
Tlpc4 rlphold n . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ~mblficua T9O 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  inguinal ligament H2 
MOKlP BLOCUOC g#)MAQO S C U  
DEXEtPI(0N OF @LOCK: 
0 Full llerton af k n m  and I%& porsrbla I0% block1 
1 Jusi able lo flex knees Sllli full Rerlon d bid potubla m% wodl 
2 Unnhla tn flex knees S l l l l  tltiXlOil Ot +mi. (66% blQCkl ,--.- .- . -- 
J ~ n a m e  to move I ~ S  or -1. (COmPlde black1 
- 
I r = Alert. o&ke 
SITE CHECK: 
+ , txthatec ~nlocc. drerrlng d W  
- , Dressing wet, drolnage noted 
(comment requlredl - 
3 2 = Occaslonolly d r m *  WJW to arouse 
3 = mtnargic PAIN: palent 10 rate pain on a scale d 0 to 40 4%- MAR' 4 ~i Sornnolenl. d~Hlcult lo arouse - 
I 
TIME: COMMENIS 
EPIDURAL CAWEYER REMOVAL TIME. INITIALS 
DESCRIPTION OF nP 
OESCRlPllON OF SlE 




FRN MEDS: T - TIME ADMlNlSTERED 
R - REASON (SEE BELOIVi 
E = EFFECT (SEE BEL13Mr~ 
I'RN REASON P - PAIN 
N - NAUSEA/VOMITING 
1 - ANXIETY 
A - CONSTIPATION 
5 = SLEEP 
D = DIARRHEA 
T - TEMPERATURE 
EFFECT KEY: + = DESIRED EFFECT 
- - NO EFFECT 
PAlN SCALE. 0 1 2 3 4 5 6 7 8 9  10 
NO MODERATE EXTREME 
PAIN PAIN PAIN 
O.D. - R. EYE 
0 . 5 .  - LT. EYE 
O.U. = BOTH EYES 
RVL - RIGHT VASTUS LATERALIS 
LVL - LEFT VASTUS LATERALIS 
RVG - RIGHT VENTRAL GLUTEAL 
LVG - L E R  VENTRAL GLUTEAL 
R.D. = RIGHT DELX)ID 
L.D. = LEFT DELTOID 
R f f i  - RIGHT DORSAL GLUTEAL 
LDG - LEFT DORSAL GLUTEAL 
RUQ = RIGHT UPPER QUADRANT 
UIQ - LEFT UPPER QUADRANT 
RLQ - RIGKT LOWER QUADRANT 
LLQ = LEFT tOWER QUADRANT 
NFO MRC 
10~00 
Appendix B: Epidural Protocol 
NURSING 
EPIDV%Ii LATHEIER PROTOC~ 
IUlTlATED DISCONTINUED INITlAlEO DlSCONIlWUED 
DATE - DAlE DAlE - D A T E  - 
TIME 7 I ~ E  TIME  TINE 
R.N. - R.N. R.N. - R.N. 
PURPOSE: lo spec i f y  t he  nurs ing r e s p o n s ~ b l l i t l e s  in the msnagerncnt o f  a pa t i en t  w i t h  an ep idura l  catheter.  
LEVEL: Interdependent ( raqu i res  physician orders f o r  deptrdent f rmct ions* l  
-
SUPPORTIVE DATA: A reg i s te red  nurse may edn in is ter  an anesthet ic o r  analgesic agent v i a  cont inuous ep idura l  
l n tus ion  upon order o t  the anesthesiologist .  The anasthes io lag io t  w i l l  be responsible f o r  the 
d r e s s ~ n g  change, tubing change, and catheter r m v a l .  A reg i s te red  nurse I n  c r ~ t i c a l  care 
may adn ln t s t c r  a baius o t  an oplo ld  (NOT enesthet lc o r  any cmnblnatlon o f  
n_nesthet!c and f lnn lgcs~c n q ~ n t ~ l  u l t h  an a n e s ~ h e s i o i o g ~ s t ' s  order.  A p n t l m t  be i n  a 
c r i t ~ c a l  ca re  u i t t  o r  in the 01rth1np C m t c r  k f o r e  r e c e i v l n p  m y  eptehra l  bo lus  b e  o f  m 
m r r t h e t i c  o r  rorbinst~m agmt. 
ASSESSMENT: A.  CONTTNUOUS INfUSIOY 
1.  E m i t o r  r esp l ra to r y  PAlE AMD QUALITY every 1 hour. Be a l e r t  t o  s igns o f  r e s p l r a t o r y  
depression (change i n  ra te  o r  depth of  r esp l ra t ron r ,  increased rest lessness, bredycardte, 
change i n  sk in  color.  I n i t i a t e  p l s e  oaimeter/apnea monltor per discretion. 
2. Assess mentation: 
a. f i r s t  24 hours every 1 hour; a f t e r  bedtime evcrv  4 hours I f  r e s p i r e t o r y  r a t e  a d  
quet 1 tv ere st6bIc: 
b. a f t e r  f i r s t  24 h w r s  every 1 hour wh i l e  awake o r  everv 4 hours i f  asleep a d  
r esp i ra to r y  r a t e  a d  q v a l i t y  are ntable. 
3. A s e m  p n t i e n t  f o r  the f o l l ou ing  every 4 hours: 
a. BP, P - - o h c r v e  f o r  hypotension; 
b. s i te - -secure dry  dresslng and i n t a c t  catheter;  
c. adequacy o f  pa in  control ,  us ing a v i sua l  analog sca le  (0-10); 
d. s i g n  of i n f e c t i o n  ( incress& terrperature, a l t e r e d  f u r c t i a n  of Lower ex t remi t ies ,  
headache, nochal r i g i d i t y ,  a l t e r e d  n m t a l  s t a t w ) ;  
e. u r i n a r y  re tent ion,  bladder d is tent ion.  
4 .  Assrss pet tent  recelvlng sneathet i c  agent f o r  t he  f o l l o u i n g  every 8 hours: 
a. sensory de rma ta r  leve l  by t t r rpcrature change, us ing  alcahai drop mthod;  
b. motor l eve l  bioctrde of l o ve r  extremities ( w e  Dromage Scsle) unless p a t l m t  has had 
vascular surgery or be.zn h r p a r i n i z d ,  then p e r f o m  m t o r  l eve l  biockada e v e n  L hours. 
0. BOLUS DOSE 
;:sthetic Aaent 
Fo l i ou tng  botus dose of an amt i t he t i c  a g m t  ( e i t h e r  alone o r  i n  cmb ina t i on )  by t he  
urss thes io tog ls t :  
8 .  a s m u  v ~ t a l  nlgnr ss f o i l o w :  BP, P, R every 1 minute$ x 5 ;  every 5 
mlnutes x 5; every I5 minutes n 2; then pe r  cont inuous i n fun ion  rourlne; 
b. r r s a s  sensory dermtornc Ievet  t o r  tenpcra ture  change, us ing alcohol drop n r t hod  e v e r y  
Nsrcot i c  Agent- 
6, Fo l l ou inq  bolw dase ol a na rco t i c  egmt, t h e  r e g i s t e r e d  nurae uiLI assess v i t a l  aigna as 
fo l loua:  BP, P, R the f i r s t  S minutes a f t e r  t h e  bolus: then everv 15 mirrr tes r 4; then 
p r  c o n t i r u ~ u g  in fus ion rout ine.  
VAL IOATIOII OF 7. 1-. setup every I h w r s  f o r  tba f o l l w # n g :  
SETUP: a. co r rec t  so lu t lan ;  
b. thing secured t o  pa t i en t  us inq a c c i u ~ l v a  tnp2/dreseing: 
c. pffp has voltme d l a  i n fus ing  s t  ordered ra te .  
8. I f  p l l s e  oximeter on pat ient :  
a. v a t l d n t e  almmo are  set cor rec t iy :  
b. r ese t  alarms v h e ~ v e r  power hos been i n t e r r u p t e d  t o  lawhine: 
c. sensor troublerhoot~ng--erratic read ings- -are  u s u a l l y  due t o  a r t i f a c t ,  not  sensor 
rml funct ion;  cheek sensor by applying sensor on s e l f  p r i o r  t o  c a t l i n g  Rsp l ra tory  Care o r  
order ing mu sensor from SPO; va i t da te  accuracy of hea r t  r a t e  d rsp lay  w i t h  ap i ca l  False. 
AFTER DRUG AND/ 9 .  Foi lou ina ccssat icn  o f  con t i nwua  in fus ion,  e s w  r e s p i r r t o r y  r a t e  and q u a l i t y  w e r v  1 hour 
OR C A I U E T E R  f o r  6 hours or prr snesthesiology order. 
DISCOUIINVED: 10, Main ta in  I V  wcess /hcpa r~n  lock  f o r  du ra t i on  o f  r e s ~ i r a t a r v  checks. Upon renavel o f  ep idu ra l  
ca theter .  drat with Anesthesia repardinp m in im4  t im p r i o r  t o  i n i t i a t i n g  p i n  a r d i c a t i m - -  --- - 
d t hen ' cmtac t  surgeon fa r  s p e c i f i c  analgesic orders. 
I I .  As- r esp i ra to r y  r a t e  and qua1 i t y  nn d t l s c d  in NO. 9 Pbov*. 
SAFETY: 12. K e c p  l l a r c m  enpule ava i l ab le  s t  a l l  t ime (btdsidk o r  pt imt m d i c a t i o n  ban). 
13. K e c p  &dm, rubing, c.rd oxygen f l o u  meter'et bednldc a t  a l l  tima. 
IMfUS10Y 1 4 .  m a i n  premired d i c a t l o n  solut ion f ran  Pharmcy urd &la-&& u l t h  tw rwrw (m 
IECHYIOUES: ant & I.Y.); U t e - r i p n  on the Ep~durak Flou Sheet. 
* -  - 
15. -In Infutm at pre-ordered ra te  and regulate per ~nesSh~s Io lop ls t  o r b r .  Enter c red i t  (vo(rrsl l l a t t  nd v o l u n  givcnl rt the rrd of rursa's sh l f t .  
16. Do mt dup. dresrlno or t lbina. 
17. D f u a d  my epl&rel r o l u t l m  h&tng over 72 hwrs,  and f i l e - s l p n  urrtage a, the 
I l ad tca t im A h l n l r t r L t i o n  R ~ o r d  (WAR). 
CllIPCICATIOI1S: 18. llonlter fo r  th r  fol louinp: 
a. reaplratory dspr*s#lm-- 
(1) if r*spl r r tory r r t a  10 per minutes or less ud patient II excesalvely d r a n y  or 
tatherglc, all masrherlologist;  
(21 I f  r e s p i r a t i m s  4 per minutes or (en., u l L  emstkes(oloplrt  u; 
(41 tvn o i f  w 1 6 r a l  inful lon: 
*(b) &ini r t&Marcm 0. l -O.Z& f v  prsh over 2 minutea; 
(c)  r l n t e i n  airmy: 
*(d) I n l t i a t e  oryeen- with 21 per w s s l  ramule; 
b. hypotenelon--Increased 8%- of kypotmrion: heart rate less then M or s dcv ls t lon f r m  
b s e l i n  of m r e  thsn 15% or I blood pressure vbth r systo l ic  tear than 100 o r  I Zag 
d r v l s t l o n  f r a  b l a l l n c ;  c a t  mathea io log( r t ;  
c. derwmtas--  
(1) I f  dsrmtonr level  a & . ~ e s  cephaltc f r m  the r ,  Ievet a d l o r  pat lent  c/o f inger* 
t lng11w or losr  of mms8rIon. Inrrd6ateIy m t b l y  ancrtheslolog~st: 
(21 aulnts ln elruay: 
d. W ~ N ~ Y  rrtatlm-- 
*~trLi@ht catheter or i m e r t  foley cr tkater  snd Lesve for r mininun of  12 harr t ;  
a. p ru r f tu r -a  
(1) & l n l a t w  m t l p r u r l t l c  as ordcrrd; 
(2) mt iw u w r t h e s i o l o g i ~ t  i t  ham severe or cmcinucs; 
1. I ~ t e  p i n  contro l - -  
(I) n r i f y  dol lvery of  nrd lcat lon - a u u r i t y  of  catheter, patsmy, and sscur l ty  of 
i n t ra lon  trblw; (2 )  n h i n i m a e r  redative. rurcot lc ,  or t r e n g ~ i l i z e r  u i t h  Anesthesiology's approval; 
(3) ( 1  pain combrot rcavinr Inedeq.iate, m t i f v  mestheriotaoy; I. I f  pat ient  l a  c a p e r i m i n g  du t t r lo rs t lon  i n  au4tiple system, sr l i s t e d  sbove, m t i f y  
Innthealo looy.  
19. I f  catheter ~nedvr r ten t l y  removed, c a l l  westher io logis t  and u v a  catheter l o r  tnspect~on. 
Uhnaver cathetar sy.tcsl I s  discomrcted, h m  new s e t w  (tubing end bag). 
AESEUQ ram 40. I f  pmtlent la  t o  Leave the mi t, obtain snsetheeloloqist's approval end have a m r s e  
UUIT: uc-  the p s t i m t - - w i t h  except ion of  fhyslcal therapy on 5th f loor .  
B M C C ~ : :  
Crowlev. 0.. et. at. 
lmtnct pat lent  cn the foltowing M i n i t l a t i a n  of  ~ r o t o c o l :  
a. frcqucnt monirorlng of v i r a l  signs; 
b. c a l l l n g  for  assistance u i t h  a c t i v i t y  t o  prevent catheter f r m  dislodging; 
c. n o t i f y  nurse of inadrquate pain control,  headache, or i n s b i t i t y  to m v e  nny pert o l  the 
w- 
R e c o r d  epl&rat m d l c a t l m  in fu r lon  on the Epl&rml Flou Sheet when sterted. 
t d  asrerPncnt on Lpldural Flov Sheet bv end of  ohi f t .  
E c c r d  i a p l m n t a r i o n  ot protocol on Stardardr f tou  Sheet by end of s h i f t .  
B u o r d  tnd of e h l l t  auwsry note on the Nursing Progress secord by end of sh l f r .  
R e c o r d  avaluatlan o f  efftct ivencsa of  care v ia ZC-hour aunnntion every 22 hour3 to  ~nclcdc: 
e. Inprwcarnt  or  de te r io ra t~on  of pain control: 
b. p r r m e  o r  s b s m e  of canpi icet  fma u i  th t r e r t a n t  . 
(1w1). ClinlceL Indlcatorr: A tool for teaporar). pain euuupmmt doc-tation. J O U ~ M ~  of 
wur;hw 9ua t i t v  Assw.n~, 4(11. 40-C4. 
M u r d ,  Lea, N.D.  (1990). i&ra l  anmtaesia t n  a p r i va te  hosoital. Schufvert Wedlcel Center, Shrevcporr, LA. 
ncYair, Y .  D., P.M., H.S.Y.. ERY. OIRM. (1990, October). Epidural ~ r c o t ~ c s  tor postoperal ive paln: rurstng 
1 ~ p l l c a t f m r .  Jovrml o f  Weuroscime lurs inq,  M ( S ) ,  275-279. 
Parwo, Chris, I . Y . .  B.S.Y. (1991). Olractor Of Acute m n d  Chronic Pain Services, Sch-rt Medical Center, 
Shrswport, LA. 
uedle, David, 0.0. (1W1). A m t h w i a  O e v r t m t ,  Mercy Hoepblrl Wedica4 Cmter, Des Woines, L0wa. 
-1s 3/PO 
ProtocoL C o a i t t -  
1nt.ctim Cantrot C a r l t t n  
C m t r a l  St-& t a m i t t e a  
tevlarr f2/93 
But&: 12/91 
O l a t r l h t l m :  M u r a l n ~  O m r l e  Sturdardr M-1 
Appendix C: Multidimensional HeaIth Locus of Control Scales 
Multidimensional Health Locus of Control Scales 
731s is a questionnaire designed to dctcrmine h e  way in whlch different people view certain ~mpormt  health-related 
issues. Each item is a belief slalement with which you may agree or disagree. Beside each slatemen1 is a scale which 
ranges from strongly disagrce (1) to strongly agree (6). For each im we would like you c circle the number lhat 
rcpremis thc exlent to which you disagree or agrce wlth the slatemeru. The more smngly you agree wilh a smernent 
!hen the higher will kc thc number you circle. The more strongly you disagree with a statement thcn the lower thc 
number you circle. Plcase make sure that you answer every ilem and that you circle only one number per item. This is 
a measure of your personal belicfs: obviously. there are no right or wrong answcn. 
Please answer hcse items carefully. but do not spend too much time on any one Ikm. As much as you can. rry to 
respond u, each item independently. When malung your choice. do not be influenced by your previous choices. Ik is 
important that you rcspond according to your actual beliefs and not according to how you iccl you should bciieve or 
how you ch~nk we want you to believe. 
1. I f1  gcl skck, i t  is my own behavior which determines how soon I 
gel well again. 1 2 3 4 5 6  
Z N o  matter what I do, if I am going to get sick. I will gcl s#k. 1 2 3 4 5 6  
3. Having regular conlael wilh my physician is he  besl way lor me 
lo avoid illncss. 1 2 3 4 5 6  
4. Most things hat affect my heal& happen to me by accident. 1 2 3 4 5 6  
5. Whenever I don't feel well. I should consult a medically &am& 
professional. 1 2 3 4 5 6  
6.  I am in control of my health. 1 2 3 4 5 6  
7. My family has a lot to do with my becoming sick or sbaying 
hcallhy. 1 2 3 4 5 6  
8. When I get sick. I am lo blame. 1 2 3 4 5 6  
9. Luck plays a big pan in determining how soon I will recover 
from my illness. 1 2 3 4 5 6  
10. Wealth professionals control my heal&. 1 2 3 4 5 6  
1 1. My good heal& is lwgely a matter of good fortune. 
12. The main thing which affects my health is what I myself do. 1 2 3 4 5 6  
t 3. If I lake care of myself. I can avoid illness. 
14. When I recover from an iilness, it's usudly because olher 
people (Tor example. doctors. nurses, family, frimds) have been 
taking good care of me. 1 2 3 4 5 6  
15. No m a w  w h r ~  I do. I'm likely to gel sick. 1 2 3 4 5 6  
16. If it's mcanl Lo bc. I will slay hcdlhy. 1 2 3 4 5 6  
17. If1 take the right actions. 1 can shy heallhy. 
18. Regarding my h d l h .  I can only do what my doctot telb me to 
do. 1 2 3 4 5 6  
Appendix D: Demographic Data Collection Tool 

Appendix E: Permission from Hospital's IRC 
J u n e  2 5 ,  7992 
J u l  i a n n e  S a r c o n e  
4816  Wes twood  Drive 
West D c s  Y o i n r s ,  Iowa 50265 
Dear M s .  S a r c o n e :  
P l e a s e  he advised t h a t  o n  J u n e  2 5 ,  1 9 9 2 ,  t h e  I n s t i t u t i o n a l  Review 
rommi t  t r e  ( T R C )  approved  y o u r  c l i n ~ c a l  research  project r a q a r d  i n 7  
Locus oE C o n t r o l  and Pain P e r c e p t i o n  
TIIF? a c c e p t a n c e  of t h i s  p r o t o c o l  docs no t  i n  a n y  w a y  g r a n t  you 
p e r m i s s i o n  to p e r f o r m  i n v a s i v e  p r o c e d u r e s .  This [Ir i v i l e q e  must  he 
obta ine l - ]  from y o u r  M e d i c a l  S t a f f  D e p a r t m e n t .  
The I R C  d o e s  r e q u i r e  p r o m p t  n o t  i f  i c a t i o n  c o n c e r n i n g  a d v e r s e  eE Eccts and 
o r / s u d d e n  death .  T h e  IRC w i l l  s c h e d u l e  an  a n n u a l  r e v i e ~ d  of your 
p r o j e c t .  
A t t a c h e d  is the c o n s e n t  Eorm t h a t  is t o  be u t i l i z e d  i n  this c l i n i c a l  
st11dy. 
SIXTH & UNIVERSITY 1 DES MOINES, IOWA 50314 ! 515-247-3121 
Appendix F: Permission to Use Multidimensional 
Health Locus of Control Scales 
V A N D E R I 3 f  L'I' U N I V E R S I T Y  
N A S I I V I L L E .  T E N N E S S E E  1 7 2 4 0  T L L E P H O H L  1 6 1 > 1  1 2 2  1 ) 1 1  
Health Care Research Project Schoot at Nursing * Olrect  Phme 313-3317 
To: FeMow Health Researcher 
From: Kenneth A. Wallston, Ph.D. 
Thank you f o r  your i n t e r e s t  i n  the Health Locus of Control Scales. Please 
excuse t h i s  form response, but  I have so many inqui r ies  requit ing s imi lar  
r e p l i e s  t h a t  I have found t h i s  to  be an e f f i c i e n t  means of disseminnting 
information. 
You have my permission t o  u t i l i z e  FormA o r  B of the NHLC sca les  i n  any hea l th  
r e l a t e d  research you a re  doing. Hy only request is chat  you keep me informed 
of any r cou l t s  you obtain using the scales.  I n  t h a t  way I hope to  continue to 
s e n e  as a clearinghouse f o r  information about the sca l e s .  
Ue have r ecen t ly  developed Form C of the HnLC sca l e s ,  an instrument which can 
e a s i l y  be made s p e c i f i c  t o  any exis t ing  medically-relaced condit ion which your 
subjec ts  might have Ce.g., diabetes,  cancer, high blood pressure, migraine 
headaches, a r t h r i t i s ,  chemical dependencies, e t c . )  We have used Form C as an 
" A r t h r i t i s  Locus'of Control Scale" and are general ly pleased v i t h  i t s  
psychometric p rope r t i e s .  I f  you think such an instrunrent would be he lpfu l  in 
your research and i f  you are  wil l ing t o  share your da t a  back with u s ,  w e  would 
be pleased t o  make it avai lab le  t o  you. 
I f  you wish u s  t o  send you addit ional  mater ia l ,  please complete and re turn  the 
enclosed form. For most items there is a small charge t o  cover duplicat ion 
and postage. 
Lf you have more spec i f i c  questions, don't h e s i t a t e  t o  contact me. Please 
remember t o  send me information on any use you make of *these sca l e s .  I have 
included a usage quest ionnaire t o  f a c i l i t a t e  your doing so. I look farward to 
heat ing from you. 
P.S. I have enclosed a copy of a brief  a r t i c l e  I just vrote  on the importance 
of placing measures of liealth Locus of Control i n  a Theoret ical  Context. 
I hope you f ind  i t  i n t e r e s t i n g  and s t imula t ing .  
What to do with the MHLC scores once vou eet them 
The whole purpose of the Multidimensional HLC Scdes is that you do 
not end up with a single score indicative of internality or externality. Instead, 
-
you end up with three scores: IHLC, PHLC & CHLC--the first assessing 
"internality," and the other two separate aspects of "externality." They should 
not be combined into one measure. 
-
If it is important for your hypothesis to be able to classify someone as 
"internal" or "external," or if you wish to use analysis of variance to analyze 
your data, there are a couple of options available to you, none of which is 
necessarily the "best" way. 
One option is to pick any one of the three scores--say , IHLC, for 
example--and split it at the median into two groups: e.g., "high internals" and 
"low internals" (note that this latter group is not necessarily "external," because 
it could contain some subjects who also score low on the PHLC and/or the 
CHLC). You could do this with any one of the three scales. 
Another approach is to convert all your raw scale scores into standard (z 
or T) scores and label a given subject as an "internal," "powerful others 
extemd, " or "chance external, " depending on which of the subject's three 
standardized scores is the highest. 
A third option, one that we are beginning to use with increasing 
frequency, is to do median splits on all three scales and to classify subjects into 
one of the eight "types" depending on their pattern of being above ("high") or 
below ("low") the median of the scales. (This typology was first addressed in 
our chapter in the Sanders & Suls book, 1982.) Only one of these eight types 
(high on IHLC, low on both PHLC & CHLC) can be called "pure internal, " but 
some of the other types which contain a mixture of internality and externality 
are theoretically quite interesting. At first glance, this third method appears to 
need a large number of subjects in order to be useful, but this turns out not to 
be the case. You don't, after all, need to include all eight types in your 
analysis. 
Whichever method you choose to classify your subjects, remember that 
you can (and often should) analyze your data factorially by crossing HLC 
category with health value. Again, you can split health value any way you 
wish, but we usually do a median split based on sample rank frequencies. (See 
our work on using the Value Survey to measure health value for further help 
with this.) 
What if you wish to analyze your data using regression (i.e., 
correlational) statistics? In this case, you can treat each MHLC Scde as a 
continuous variable and use parametric statistics such as Pearson Product- 
Moment correiations or other applicable statistics. Multiple linear regression 
statistics are frequently employed with the three MHLC Scales as separate 
predictors. 
Again, when appropriate, we advocate the use of a measure of health 
value in interaction with the MHLC scores when doing regression analyses. To 
create a multiplicative score between one of the MHLC scales and Health Value 
(HV), do i t  in the following manner (depending on which MHLC scale is being 
used and the population being studied). First, using the computer, standardize 
scores on ail of the variables that will be multiplied. We use T-scores (rather 
than z-scores) to eliminate the negative signs (since two big negative numbers 
multiplied together result in one big positive product). Secondly, decide which 
way to score HV. (When multiplying IHLC and HV, the decision is to score 
HV so that Health, when ranked lst, is " 10." When CHLC is used, HV must 
be reversed, i.e., Health ranked 1st - "1"). .e ambiguity is with PHLC. With 
"normal" subjects, treat PHLC as an "external" dimension and deal with it as 
CHLC: with subjects who have a chronic, iong-term disease (such as arthritis. 
hypertension, diabetes) where it is important for the patient to work 
interdependently with health-care providers and others, PHLC should be treated 
the same way as "internality" and should be multiplied by HV with high = 
" 10." There is no absolute right way to do this. 
Scoring Instructions MHLC Scales 
Form A or B 
The score on each subsc.de is the sum of the values circles for each item in that 
subscale. 
Internal Items: 1, 6, 8, 12, 13, 17 
Chance Items: 2, 4, 9, 11, 15, 16 
Powerful Others Items: 3 ,  5 ,  7, 10, 14, 18 
MEAN SCORES FOR MHLC SCALES 
SUMMARIZED ACROSS TYPES OF SUBJECTS 
SAMPLE - N IHLC .au& - PHLC 
CHRONIC PATIENTS 609 25.78 17.64 22.54 
COLLEGE STUDENTS 749 26.68 16.72 17.87 
HEALTHY ADULTS 1287 25.55 16.21 19.16 
PERSONS ENGAGED 
IN PREVENTIVE 
HEALTH BEHAVIORS 720 27.38 
Appendix G: Consent Letter 
I am an employee of Mcrcy I iosp~bl  Medical Center as an instructor at Mercy School of 
Su r s~ng  and a graduatc student in the Division of Nursing at Urakc Univcrsiiy in Dcs Molncs, 
Iowa 11s a part of rny g r~dua tc  program I am ajnduc~inp, 3 s ~ u d y  to bcttcr understand what 
factors conurbutc to a person's perception of pain rclief. 
I am requesung your participation in this s~udy.  You have been selected as a potential 
pamclpant because you have undergone abdominal surgcry and rcceived cpidural analges~a 
post-opcrat~vcly. 
'rhe goal of this study is to investigate ~f Lhcre are differences in pcrcepuon of paln rclief 
w ~ t h  epidural analgesia dependent on a persons beliefs about factors lhat cffecr human 
cxistcncc. I ' l~c  informat~on to be collcctcd will assist nurses LO undcrsrand pstlcnls In pain 
~ n d  to Irrlprove lhc~r  at~ility to assist and support ihcse ~ndividuals 
Pan~clpating In t h ~ s  tudy involves cornplcbng the enclosed hlu1i1-dl~ncns~onal 1 Ioallh Locus 
of Control qucsuonnatrc. I t  should take you approx~matcly I O  minutcs LO complete. In 
addition, I am asking your permission to review your hospltal record for lnformauon regard- 
ing your age, gender. 1llc type of surgical procedure, and information Jcscr~f~lng  your pain 
cxpenencc. 11 stamped sclf-addressed envelope for ihe rcturn of rhc qucsuonnairc is in- 
cluded. Cornplction and rcwrn of the questionnaire wi tl  indicate your consent lo panicipare. 
'Ihcrc arc n o  risks in participating in this study. Your idcnt~ly w ~ l l  11c protcctcd by strict 
confidcn~iality. 'I'hc questionnaire is coded with a number by which you will bc  identified 
exclusively throughout  he study. 'fl~is number will allow me to rnaich your questionnaire 
wtrh the ~nforrnauon regarding your pain cxpcrtencc from your h o s p ~ ~ a l  rccord. At no Lime 
w~ll  sour  name appear with rcfercncc to this study. l'articipauon In the swdy is voluntary. 
You may decline answering the qucstionnairc and your decision will bc rcspcctcd. 
I would like to thank you for taking the time to read this letter and considcr my rcqucst for 
partlcipauon In this study, i f  you havc any questions or comrncnts pleasc lccl frcc to conlact 
rnc at thc addrcss ~ndicaicd below 
Julianne M. Sarcone 
4816 Westwood Drive 
West Des kloines, Iowa 50265 
(5 15) 223-8726 
